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CHAPTER I 
INTRODUCTION 
Purpose of the Study 
This study is concerned with eleven boys currently in treatment at 
the James Jackson Putnam Children 1 s Center. The purpose of the study is 
to examine the impact of the waiting period on parental attitudes as re-
lated to the child, his symptoms~ the clinic and themselves, between the 
time of application up until the onset of a regular treatment plan. 
In considering the many facets of the waiting period encountered by 
virtually every family requesting the services of a child guidance clinic, 
I became interested in exploring what takes place during a waiting period 
in relation to the reactions of parents toward their children, the chil-
dren's symptoms, the services available at the agency and themselves. I 
felt that certain characteristics might emerge which would provide some 
insight into the phenomena of the waiting period as related to a select 
group of cases that came into treatment. 
It seemed unlikel~ that all pertinent factors would have remained 
constant. Consequently, the symptoms presented by the child could either 
seem less problematic to the parents or there conceivably could be a de-
crease in the degree of the child 1s symptomatology by. virtue of the fact 
that the parents were no longer as anxious~ However, if the presenting 
problem were to diminish, another problem might come into the foreground. 
Although my findings might not yield sufficient information to deter-
mine what forces motivated any changes that may have taken place, a 
l 
description of the material extracted from the case records would furnish 
some general observations which could serve as the hypotheses for further 
study . 
2 
CHAPTER II 
REVIEW OF THE LITERATURE 
Since this study is concerned with the effects of the waiting period 
encountered by families requesting the services of a child guidance clinic, 
a review of the literature pertinent to this subject is indicated. 
The term waiting list with its implied waiting period is a somewhat 
terse expression for an emotionally loaded experience. Certain changes 
may occur and produce a profound effect upon the original state of the 
situation giving rise to the request for service. As the term itself in-
dicates, it involves a process of waiting over a period of time while be-
ing kept on a list as a symbol of recognition of the promise of further 
service in the future. 
For many years child guidance and mental hygiene clinics 
throughout the country have been under severe pressures from 
caseloads greater than staff strength to meet them. In the in-
terest of doing careful, high quality work, most clinics have de-
vised waiting lists for all but the most emergent problems. 
It has been the common experience that when people are re-
contacted after any considerable waiting period, many of them 
state that they no longer need clinic service; or if the matter 
is left to the patients themselves, a larle number do not re-
contact the clinic after a stated period. Many factors operate 
to deter patients from coming in after being put off for a long 
time. In general they are discouraged, they feel rejected, and 
something about the timeliness of the original need is lost in 
the grinding process of clinic scheduling. 2 
The pre-intake experience or preparation for the use of the 
clinic involves the parent through referral sources. It involves 
the therapeutic agent with records on the child and his family -
~on P. Morris, M.D., and Eleanor P. Soraker, trA Follow-up Study of 
a Guidance Clinic Waiting List, 11 Mental Hygiene, vol. 37 (January, 1953), 
p. 84. 
2Ibid., p. 87. 
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from merely a 'phone call memorandum to, "in some cases, extensive 
reports from referring agencies and other collateral sources ••••• 
the pre-intake experience for the parent is essentially a complex 
motivational process.3 
The first contact with the parent ••• is in what has been 
called the application procedure. In many clinics this might be 
better termed an initial planning period. The parent (one or 
both) has an opportunity to learn what will be involved in seek-
ing help for his child. He may discuss the difficulty as he sees 
it and determine whether his is the kind of pr:oblem with which the 
clinic is ready to become concerned. If one parent comes alone, 
some clinics endeavor to include the other parent, so that it may 
become an undertaking in which they are both involved. In any 
event, looking toward the active participation of the child will 
require a consideration of· how he will be prepared for the ex-
perience. A parent may find it difficult to tell a child that help 
is being sought for him. There has been a trend throughout most 
of the clinics toward more careful and thoughtful planning at this 
initial stage. Lately in certain clinics, the parents are asked to 
return for a second planning interview, or perhaps several more, so 
that the decision will not be hasty and the work with the child may 
be planned and begun under favorable circumstances.4 
The parent, through the application procedure arrives at a 
decision that he will seek help for his child by providing for him 
a psychotherapeutic experience. The parent becomes involved as he 
learns that the clinic expects him to play an active role, and as 
he discovers ~at his own attitudes influence the child 1 s use of 
treatment •••• 
The aforementioned quotations bring two distinctive facets of the 
waiting process into focus. One of these is a rather discouraging outlook 
in that it is concerned with parents who feel rejected and withdraw after 
they have been kept waiting during what may very likely be the most crucial 
period of all. In essence, once they finally have reached out for help, 
3Henry s. Maas, "Psychiatric Clinic Services for Children: Unanswered 
Questions," Social Service Review, vol. 30 (September, 19.56), p. 286. 
4 J. Franklin Robinson, M.D., It Current Trends in Child-Guidance 
Clinics,u Mental Hygiene, vol. 34 (January, 19.50)_, p. 110 . 
.5Ibid.' p. 111. 
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they have felt rebuffed by the reality of the clinical situation. 
At the other end of the spectrum, however, is the intake process 1ihich 
also involves waiting. During this waiting period the parent is helped to 
evaluate his child's situation and his own too, if at all possible, in as 
objective a fashion as the clinic is able to promote. The mere fact that 
"' the parent may become aware that both he and his child are being accepted 
for themselves, without any attempt being made by the clinic to fix the 
blame on one or the other, can contribute to the therapeutic dimensions of 
the clinical setting. Also, the parent has the satisfaction of knowing 
that there is a place where he and his child can be helped. 
Although help may not be irmn.ediately available in the form of a well 
established treatment plan, it is conceivable that the parent does receive 
some relief in knowing that help is forthcoming. There seems to be a little 
question that anxiety is stirred up and continues to rise while the parent 
is awaiting help. However, as painful as this anxiety provoking situation 
may be, the results are not always of a completely negative nature. Unless 
a person is flooded with anxiety, a certain amount of proper concern about 
the situation is not only healthy but essential in facing the problem. 
A new concept of a dynamic or active waiting list, rather than a 
passive or dormant one has emerged. Parents now have an opportunity 
to work on their part of the problem until the clinic can become 
active directly with the child at the end of the waiting period. 
Whether or not they take advantage of this opportunity, parents 
inevitably are stimulated during the intake process to give thought 
to questions pertaining to the underlying and causative problems. 
At the end of the waiting period there is usually real carry-over, -
for the parents, from the intake phase into the treatment process. 6 
6David Hallowitz, and Albert V. Cutter, M.D., 11 Intake and the Waiting 
List: A Differential Approach, n Social Casework, vol. 35 (December, 
l954)' p. 445. 
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During times when no treatment time is available, the intaker 
confronts the patient with this information but at the same time 
offers to see the patient a few times to see in what way he or she 
can help the client at least in some redirection of the main strug-
gle. The client is permitted to call further for occasional con-
sultation as crises may arise. They may also reapply for treat- 7 ment at a later date, but there is no commitment to accept them. 
These two sources are outlining a procedure whereby parents are drawn 
into a treatment relationship, however short-lived it may be, and in this 
way are helped to either work out a solution to the problem by themselves 
or are given support and direction until a full scale treatment program is 
evolved. 
It would seem that the waiting period between the application for ser-
vice and the beginning of a regular treatment plan is of some value pro-
viding the parent has been stimulated to at least give more careful con-
sideration to the problems at hand. Certainly the whole intake process 
should provide a certain impetus for it is during this time that the parent 
is helped to trace the history of the problem in a more objective manner 
than ever before. 
There appears to be some basis for surmising that the more actual con-
tact a parent is able to have with the clinic during the waiting period 
the more amenable the parent will be toward future treatment. The timing 
of the diagnostic study which occurs between application and treatment may 
be an influential factor in keeping the parent involved. 
Much of the difficulty associated with toilet training is due to 
parental anxiety involving efforts to civilize the child as quickly as 
possible. In relating this particular period of stress to the waiting 
?Joseph Weinre~, M.D., 11 The Waiting List in a Child Guidance Clinic," 
pp. 5-6. 
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period experienced by families making application to a child guidance clinic 
for treatment, it becomes apparent that waiting in itself may produce stress 
thus giving rise to anxiety. However, the waiting period introduces an 
outside agent in the form of the clinic. Some of the original anxiety 
directed toward the child may be displaced by other concerns initiated by 
contact wi i:h the clinic thereby reducing in part the pressure which former-
ly had been felt by the parent and was being transmitted to the child. 
In addition to a review of the literature on waiting periods, it seems 
feasible to include a theoretical discussion of the implications for treat-
ment arising out of the anal stage of psychosexual development. 
According to Erik H. Erikson, 11bowel and bladder training has become 
the most obviously disturbing item of child training in wide circles of our 
society." 8 This statement is based on the premise that in western civiliza 
tion such bodily functions are viewed as somewhat distasteful thus giving 
rise to the need to control them as early as possible. Such early controls 
are believed to produce orderliness and punctuality later in life and in 
no small measure to contribute toward a better ordered household with a 
more pleasant atmosphere once the child has been toilet trained.9 
Erikson refers to the toilet training period or stage of anal de-
velopment in a child 1s life as one of autonomy versus shame and doubt. It 
is at this time that the infant discovers the power he is able to wield 
over his own envirorunent. The child finds he has gained some control over 
his urinary and bowel functions to the extent that he can either let go or 
hold on. In the event that an attempt is made to impose outer controls by 
8 
:&ik H. Erikson, Childhood and Society, p. 77. 
9Ibid. 
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means of too early or too rigid training, the child is faced with the 
dilemma of seeking some expression of satisfaction and control either by 
regression to the oral level with its more infantile pleasures or a false 
progression in an effort to assert himself in a hostile, aggressive manner 
with the products of his own body to be used as ammunition against the out-
side world.10 
This second period of psychosexual development which has been desig-
nated as the anal stage lasts from about the end of the first year to the 
end of the third year. The most significant aspect of the anal period is 
the emphasis on conformance in the area of bowel and bladder training. The 
child is under pressure from his environment to meet certain. demands of 
cleanliness and to give up the pleasure principle of immediate gratifica-
tion by learning to control his movements in order to please others. Al-
though a child will need some encouragement and direction during the toilet 
training phase, there is no need for urgency and no attempt to induce trctin-
ing should even be made uhtil the child's neurological system is ready. 
The end of the first year is considered to, be the proper time to begin 
t . . ll ra:uang. 
In an effort to accomplish toilet trai11ing as quickly as possible, 
many mothers ignore the positive si~e of a child's nature by overlooking 
his ability and willingness to conform. Instead, they tend to concentrate 
rather grimly on the task at hand by resorting to both verbal pressure and 
10Ibid., pp. 77-78. 
11o. Spurgeon English, M.D., and Gerald H. J. Pearson, M.D., 
Emotional Problems of Living, pp. 43-46. 
8 
physical force. The child, in turn, who would have responded to patience 
and tolerance and who out of a desire to win mother's approval would have 
acceded to her wishes, now becomes resistant to the whole idea. The child 
may not only express his hostility in nonconformity of bowel and bladder 
function but also in other ways such as temper tantrums, disobedience, 
12 
cruelty toward others and a tendency ~eward destructiveness of property. 
The anal phase is the time in which cooperation, good will, 
and conformity are elicited from the child. Thi.s cooperation, good 
will and conformity are brought about on the first responsibilities, 
which are in turn connected with the function of the lower part o!f 
the gastrointestinal tract. The basic conflicts can lead in the end 
to hostile or benign attitudes. 11 Holding on" can become a pattern 
of careful holding and helping or it can become a destructive and 
cruel retaining and restraining. · 11Letting go 11 can become a relax-
ing to let pass or let be or it can become an inimical letting loose 
of destructive forces.l3 
One of the issues inherent in toilet training is the need to keep 
hostility at a minimum. This can be handled by treating the child with 
consideration and an understanding of his limitations as well as his ef-
forts. If the mother's attitude is one of generosity and appreciation, 
the child, who conceives of his excretions as gifts, will be appreciative 
of mother 1 s wishes and generous with his gifts in return. The give and 
take aspects of this period in a chi~d 1 s development will form the founda-
tion for more adult forms of good will.and generosity without fear of ex-
ploitation later in life providing the child has not been subjected to 
harsh and inconsiderate treatment. 
l2Ib'd 1. ., 
13 
Ibid. z 
pp. 48-52. 
p. 51. 
l4Ibid., pp. 56-57. 
l4 
9 
It is during the anal period of development that the processes of 
sublimation and identification are begun. It is natural for the child 
to be intrigued with the products of his own body. He not only finds 
them satisfying when warm and close to his body but wants to touch and 
play with his excretions, often smearing his feces over himself and his 
surroundings. The instinctive tendency to play -with material of such 
consistency can be gratified if the child is provided with such materials 
as molding clay, finger paints, sand and water. This then is the begin-
n:i:n.g of sublimation whereby a socially acceptable outlet is found for an 
. t• t l . inh t . hildh d 15 . ~ns ~nc ua express~on eren ln c oo • 
As the child learns to incorporate the wishes and demands of others 
and in so doing makes these ideas and expectations a part of himself, he 
identifies with others, primarily the mother figure at this stage. He 
first began to respond to training efforts by doing the bidding of another 
and now he has accepted these methods and has put them into operation by 
h . lf 16 mse . 
As has been mentioned earlier, there is a struggle between letting 
go and holding on which if not resolved satisfactorily will lead to a con-
flict out of which may develop an emotional disturbance. Initially the 
child is faced m th the decision of whether to let go or hold on. As time 
progresses he learns to solve this conflict by trial and error. The child 
also is confronted with the problem of whether to let go or hold on at a 
particular time . Accompanyi-ng this conflict is the fear that if he does 
l5Ib'd 57 58 ~.,pp.-. 
16 
Ibid. 1 p. 6o. 
10 
what he wants, he will lose the love of his parents, particularly his 
mother. The fear of loss of mother 1s love gradually evolves into a fear 
of losing the approval of his superego which has been established through 
internalizing as an early ·part of his superego the fear of losing his 
mother's love. Much qf the anxiety manifested by children at this age 
arises out of these conflicts and the fears caused by them. If a child is 
forced to resolve the conflict at too early an age or in too short a period 
of time due to either circumstances or toilet training, his anxiety which 
may be reflected in a variety of symptoms will be increased to the extent 
17 
of becoming pathological. 
A review of the literature indicates that the waiting period is be-
lieved to have an impact on parental attitudes. Therefore, parental atti-
tudes toward the child, his symptom, the clinic and themselves will be ex-
plored in this study in an attempt to determine the effects of the waiting 
period on these attitudes. 
17 
· Ibid., p. 63. 
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·cHAPTER III 
METHOD AND SCOPE 
Agency Setting 
This was a study of eleven families with a male child who presented 
symptoms in relation to toilet training. The cases were collected at the 
James Jackson Putnam Children's Center. 
The James Jackson Putnam Children's Center is a Child Guidance and 
Research Center devoted to the treatment of emotionally disturbed children 
under the age of five. The treatment program that is offered consists of 
a team approach with a Child Psychiatrist or Psychologist working directly 
;. 
with the child and a Social Worker or Psychiatrist seeing the parent. A 
unique feature of the Clinic is the Nurs.ery School where children are pro-
vided with opportunities to interact with one another as a means of pro-
mating meaningful group experiences in a less formal and structured situa-
tion than is found in a public school setting. 
Although children are not considered eligible for treatment at the 
Children's Center unless they are under the age of five, once they begin 
treatment they may continue beyond the age limit. Also, many children do 
not actually start treatment until they are almost five years of age even 
though they were some months younger at the time of application. 
Once a request for service has been made, an application interview is 
scheduled. Following this, a diagnostic study is made during which time a 
child is observed in three diagnostic nursery sessions and is seen on two 
different occasions by a psychiatrist. The child is seen by a psychologist 
12 
for an evaluation of the child 1s present level of functioning. Meanwhile, 
the mother is seen generally twice and the father usually once. The child 
also has neurological examinations as well as more intensive physical ex-
aminations outside of the clinic in the event these seem indicated. 
After the findings of the diagnostic period are evaluated in an in-
take conference, a meeting is held with the parents in order to share 
with them the findings and give the parents a definite recommendation as to 
treatment. 
There is a considerable time variation between the application in-
terview, the diagnostic workup and the beginning of treatment. Parents 
are encouraged to keep in touch with the Center and additional appoint-
ments may be arranged in the case of an anxious family who are finding it 
extremely difficult to cope with their situation while awaiting a regular 
.treatment plan. Thus an effort is made on the part of the agency to al-
leviate some of the anxiety created by the waiting period. 
Criteria for Selection~ Sample 
In order to evaluate the significance of the waiting period where 
parental attitudes toward the child, his symptom, the clinic and themselves 
were concerned, certain conditions were needed. To establish these condi-
tions, the follo~nng criteria were established: 
The first criterion was the choice of symptom. It was felt that dif-
ferences in symptomatology would respond to different pressures and distort 
an accurate measurement of parental attitudes because the reactions of 
parents would vary according to the symptom. The symptom selected was a 
problem in toilet training. Secondly, an examination of cases showed a 
larger proportion of boys than girls with difficulties around toilet 
13 
training. Therefore, the study was confined to boys presenting symptoms 
in connection with toilet training. 
An attempt was made to select cases according to the date of applica-
tion. However, it soon became apparent that to find cases which had come 
into treatment following a diagnostic evaluation, the dates of application 
would vary considerably. 
It was found that there was a sufficient number of current cases 
which met the criteria of sex, the presenting problem and the full waiting 
period. Therefore, these cases were selected as the sample. The original 
case sample consisted of twelve cases. However, one case had to be elim-
inated because the record was not available. Of the eleven cases that 
figure in the study, five are known as autistic or atypical children and· 
the other six are children 111ith neurotic disturbances. It was felt that 
these two groups, although limited in number, might present some striking 
contrasts which would enhance the value of the study. 
In recent years child guidance clinics have given fathers some recog-
nition . instead of working exclusively with the mother and child unit. An 
attempt, therefore, has been made to examine the father's attitudes.as 
well. However, out of the eleven cases, only. eight fathers were repre-
sented. .Among the other three was a case of illigitimacy, a divorce 
between the parents and in another instance the father was not seen until 
after the diagnostic procedure. All eight of the fathers included in this 
study were seen once during the diagnostic period. None of the fathers 
were seen individually at the beginning of treatment. 
The mothers were seen on the average of three times prior to treat-
ment. This would involve an application interview and two diagnostic 
sessions. The first interview in the treatment process lvas taken into ac-
count as well in order to evaluate the impact of the full waiting period. 
The method used to obtain case material in which parental attitudes 
would be evident was to examine the case records of the eleven boys ;figur-
ing in the study. A schedule (See Appendix I) was dra"Wn up to serve as a 
guide for extracting that material which would be most relevant to a 
study of what takes place during the interval between application and 
treatment as revealed through parental attitudes. 
The main focus in the schedule used to facilitate the collection of 
data was on parental attitudes and expectations. Two of the significant 
areas covered by these parental attitudes and expectations were in rela-
tion to the meaning of help before and after application and the division 
of responsibility between parents and the Center concerning treatment. 
Another important area dealt with parental attitudes and expectations 
toward the problem of toilet training. 
Major emphasis was placed on the parents' attitude toward the child 
which was determined by the degree of their acceptance or rejection of the 
child and the extent to which the child was held responsible for the pro-
blem. The role of the parents was measured by the degree of their in-
volvement with the problem and the adjustments made to ·accomodate the 
problem. Any changes moo.ur~ during the waiting period were evaluated 
on the basis of whether parents attributed such changes to clinical pro-
cedures or viewed them as unrelated to agency activity. 
Tables which distinguished between the .two groups of children, whose 
disturbances were classified as neurotic or atypical in origin, were used 
to implement the analysis of data. The parental attitudes outlined in the 
15 
schedule were arranged according to degree of intensity in these tables. 
The exploration of these attitudes was confined to the waiting period be-
tween application and treatment including the diagnostic evaluation. Any 
correlations existing between parental attitudes and the effects of the 
waiting period were noted. 
In addition to the aforementioned parental attitudes, cer~ain general 
characteristics with reference to vital statistics, source of referral, and 
time element throughout the waiting period were considered. Attention was 
given also to whether the initial complaint continued to be the parents• 
most vital concern throughout the waiting period. 
16 
CHAPTER IV 
ANALYSIS OF DATA 
General Characteristics 
All of the children in the eleven cases presented in this study are 
boys with some difficulty in the toilet training area. Six children are 
in the category of neurotic disturbances and five children are considered 
to be autistic or at least borderline atypical in their development. The 
majority of these eleven children were referred for treatment of other 
problems as well. These additional problems will be taken into account 
for the purpose of determining the frequency wi tb. which they occurred. 
All but two of these eleven families are white. Of these two, one 
family is Chinese and the other is Negro. The Negro family presents a 
rather complex situation in that the child in treatment as well as an older 
brother was born out of wedlock. It is this family that receives the pub-
lic assistance allowance. 
Seven families are Jewish and ~e remaining four families are Protes-
tant. All but one of the atypical children are Jewish. There is a general 
belief at the Center that the majority of cases involve Jewish boys. How-
ever, there are no actual statistics available to confirm this general im-
pression. 
The size of the families is as follows: four families have two 
children,; three families have three children; three families with one child 
and one family has four children. 
The family with the most children has an annual income of $7,000 which 
17 
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is the seco~d highest on the scale, and the family with the highest income 
has three children. 
Six of these eleven families fall within the lower middle grouping 
insofar as income is concerned. Three of these six families have atypical 
children and the other three have children with neurotic disturbances. 
The range of income is shown in Table 1. 
TABLE l 
ECONOMIC STATUS OF FA11ILIES STUDIED 
Income Groups Neurotic Atypical 
cases cases 
Dependent, financial assist-
ance necessary l 
Lower middle, $3,000 to $5,000 3 3 
Upper middle, above $5,000 to 
$9,000 2 1 
Upper, above $9, 000 l 
Totals 6 5 
In regard to the three families with only one child, one set of parents 
were divorced and the other two families were so concerned over having a 
severely disturbed child that they too~ every precaution to prevent having 
a second child. 
The majority of parents appear to have either. attended college or are 
college graduates. This information was not available on all of the mothers 
involved. However, only two fathers did not go beyond high school with two 
other fathers attending a trade or business school upon completion of high 
school. Among the fathers of atypical children, only one did not go beyond 
high school. 
Since some children have been in treatment over a period of years, it 
does not seem valid to compare ages for either parent or child at the time 
of this writing but rather to consider age at, the time of application. 
The youngest mother was twenty-three years old and the oldest mother in 
the group was thirty-eight at the time of application. The average age for 
mothers at time of application was 30.9 years. The age range of mothers 
among the two groups of children is shown in Table 2. 
I 
TABLE 2 
AGE OF MOTHERS AT APPLICATION 
Age Groups 
Neurotic Atypical 
cases cases 
20 - 24 1 1 
25 - 29 1 2 
30 - 34 2 
35 - 39 2 2 
Totals 6 5 
Although these eleven boys came into treatment over a period of years, 
their cases are still active with one child having started treatment in 
January, 1950. This child is being treated privately by the same psychia-
trist who saw him at the Center. However, the Agency does have contact 
with the parents and the child is seen periodically for psychological 
testing. 
Three boys did not come into treatment until the fall of 1958. The 
remaining seven boys began treatment as follows: one in the .fall of 1954, 
one in the winter of 1955, one in the fall of 1956, two in the fall of 
19 
l957~ and one in the winter of l957 and one in the spring of l958. 
The ages of the youngsters at the time they started treatment varies 
from two years and eight months to five years and one month. The average 
age seems to be around three and one-half y13ars. 
All of the atypical children were under five when they began treat-
ment. The y01m.gest child taken into treatment was classified as atypical. 
This is the child who is being treated privately. The majority of the 
children with neurotic disturbances were between three and four years of 
age when treatment began. The age range for both groups of children is 
shown in Table 3. 
TABLE 3 
AGE WHEN TREATI.IJENT BEGAN 
Age groups 
2 years - 2 years 9 months 
3 years - 3 years 9 months 
4 years - 4 years 9 months 
5 years - 5 years 9 months 
Totals 
Neurotic 
oases 
4 
l 
l 
6 
Atypical 
cases 
l 
2 
2 
5 
At the time of application there were a number of complaints occur-
ring in the majority of cases in addition to the toilet training problem. 
Only two of the neurotic children were referred specifically in connection 
with toilet training. Most of the other difficulties were concerned with 
slow speech development, lack of responsiveness, poor eating and hyper-
activity. There were a few instances of unmanageableness, destructiveness, 
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sibling rivalry, phobias, and sleep disturbances. The more seriously dis-
turbed children, particularly those whose development was classified as 
atypical, were representative of delayed speech and lack of responsive-
ness to the point of almost complete withdrawal. 
The sources of referral indicate that four children were referred by 
their pediatricians. Two children were brought in on the strength of 
recommendations by mothers whose children were patients at the Center. 
Three children were referred by the Social Service divisions of local hos-
pitals and one child was sent by a child psychiatrist on the staff of a 
local hospital. A psychiatrist who was seeing one mother privately sug-
gested she bring her child to the Center. The distribution of referrals 
among the two groups of children is shown in Table 4. 
TABLE 4 
DISTRIBUTION OF REFERRALS 
Referral Neurotic Atypical 
Source cases cases 
Pediatrician 3 1 
Other parents 1 l 
Psychiatrist 2 
Medical Social Service 2 1 
Totals 6 , 
Very few special groupings seem to emerge insofar as referral sources 
are concerned. The two families who were referred by other families were 
Jewish and fall in both groups on the scale. The Chinese family who had 
been referred by the pediatrician was very anxious to know whether the 
Center had worked with Chinese families before. This same family had 
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discussed their child's difficulties with relatives who were not in favor 
of resorting to a Child Guidance Clinic. Both psychiatric referrals con-
cerned atypical children. Only one atypical child was referred by a 
pediatrician where half of the neurotic group fell in this category. 
Since nine of these eleven families sought medical or psychiatric ad-
Vice before applying to the Center, it would seem that they· were attempting 
to explore the meaning of their children's problems along with finding some 
way of coping with the situation. However, some parents were motivated 
more than others in following through on a referral. One mother of a neu-
rotic child indicated that it had taken her a year before she was able to 
accept the fact that her child's chronic constipation was due to an emo-
tional problem. During this time she was being seen at a local family 
agency and it was primarily through the efforts of that agency worker that 
this mother came to the Center where she originally had been referred by a 
hospital clinic. One mother of an atypical child became quite desperate 
while awaiting treatment for her child at the Center and made a number of 
attempts to have her child seen elsewhere. Another moth~r was quite scorn-
ful of the need for psychiatric help although she seemed fully aware of 
the emotional implications underlying her child's neurotic problem. 
In examining the time lapse between the date of application and the 
, 
diaghostic study it is found that the majority of families waited two 
months or less with one family waiting three months and another six months. 
Both of these families had children who were found to be neurotic. Almost 
half of the families waited only one week or less before being seen on a 
diagnostic basis. Four of the families of neurotic children waited two 
months or longer whereas four families of atypical children waited two 
weeks or less. Table 5 shows the distribution of time in relation to the 
number of families. 
TABLE 5 
WAITING PERIOD BETWEEN APPLICATION 1L~ DIAGNOSTIC STUDY 
Approximate length Neurotic Atypical 
of time cases cases 
One week or less 2 3 
Two weeks 1 
Two months 2 1 
Three months 1 
Six months 1 
Total 6 5 
The length of time families were kept waiting between the diagnostic 
study and a regular treatment plan was greater than the span of time be-
tween application and the diagnostic period. Most of the families waited 
five months or less although practically half of the cases were kept wait-
ing for only two months. One family waited as long as nine months before 
starting treatment. fu contrasting the two groups of children, three fami-
lies of atypical children waited five months or longer whereas only two 
families of neurotic children waited longer than two months before treat-
ment began. Table 6 shows the distribution of time in relation to the num-
ber of families. 
Further study of the time element relative to these two periods re-
veals that the familywhich waited the longest time between application and 
the diagnostic study waited only the average amonnt of time before begin-
ning treatment. On the other hand thefamily that waited the most time to 
begin treatment waited three months which was the second longest period 
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between application and the diagnostic study before their application was 
acted upon. Of the five families who had to wait only one week or less for 
a diagnostic evaluation, one involving an atypical child did not connnence 
treatment until five months later and another family with a neurotic child 
was kept waiting four months while the other thre.e families waited two 
months before starting treatment. 
TABLE 6 
WAITING PERIOD BETWEEN DIAGNOSTIC STUDY AND TREATMENT 
Approximate length 
of time 
Two months 
Four months 
Five months 
Six months 
Nine months 
Totals 
Neurotic 
cases 
3 
l 
l 
l 
6 
Atypical 
cases. 
2 
2 
l 
5 
Parental Attitudes and Expectations 
The majority of parents were quite ambivalent concerning help and 
seemed more interested in the diagnostic study than in the actual treat-
ment process. Tables 7 and 8 show the range of parental attitudes 
toward help. It was not possible to gauge the attitudes toward treatment 
of the eight fathers included in the study so that Table 8 only deals 
with their attitudes toward the diagnostic evaluation. 
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TABLE 7 
MA.TERNAL ATTITUDES TOWARD DIA.GNOSTIC EVALUATION AND TREATMENT 
Neurotic Atypical .. Neurotic Atypical 
Attitude cases cases cases cases 
Toward Diagnostic Toward 
Evaluation Treatment 
.. 
Very positive 
Quite positive 2 2 l 2 
Ambivalent 4 3 3 2 
Quite negative ! 2 l 
Very negative 
Totals 6 5 6 5 
There appears to be some disagreement between the attitudes of hus-
bands and wives on the issue of help. One mother of a neurotic child was 
ambivalent toward the diagnostic study while her husband felt quite posi-
tive. This was also the case where an atypical child was concerned. In 
another instance the mother of an atypical child was quite positive in her 
attitude toward the diagnostic evaluation while her husband had a negative 
outlook. 
TABLE 8 
PATERNAL ATTITUDES TOWARD DIAGNOSTIC EVALUATION 
Attitude Neurotic cases Atypical cases 
~----------------------------------------------------------------------~ 
Very positive 
Quite positive 
Ambivalent 
Quite negative 
Very negative 
Totals 
2 
3 
5 
l 
l 
l 
3 
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The parents of atypical children appeared more distressed over their 
respective situations and this concern was reflected in their attitude 
toward the Center. .Although they were apprehensive about the prognosis for 1 
their children, they were equally apprehensive about the possibility of re-
jection by the Clinic. 
In spite of their hesitancy about becoming involved in treatment none 
of the parents resisted treatment to the extent of attempting to postpone 
the beginning of treatment or to seriously question the need for treatment. 
Tables 9 and 10 illustrate the attitudes of parents concerning responsibil-
ity for treatment. 
TABLE 9 
MATERNAL ATTITUDES TOWARD RESPONSIBILITY FOR TREA.TMENI' 
Attitude 
Parent assumes total responsibility 
Parent assumes major responsibility 
Responsibility divided between Center 
and Parents 
Center assumes major responsibility 
Center assumes total responsibility 
i,·· 
. . ~~ . 
lj' :, 
I''· .. 
'j: 
'' ,_;; 
Neurotic 
cases 
6 
Atypical 
cases 
2 
3 
-~- < 
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TABLE 10 
PATERNAL ATTITUDES TOWARD RESPONSIBILITY FOR TREATMENT 
Attitude 
Parent assumes total responsibility 
Parent assumes major responsibility 
Responsibility divided between parent 
and Center 
Center assumes major responsibility 
Center assumes total responsibility 
Totals 
Neurotic 
cases 
5 
5 
Atypical 
cases 
l 
2 
3 
All of the parents with children in the group of neurotic disturb-
ances expected the Center to assume the greatest responsibility and in-
dicated that they were looking for direction and advice. One family of an 
atypical child saw their role as helping the Center rather than being 
helped. They, therefore, expected to assume major responsibility for trea 
ment. The mother of an atypical child was extremely pessimistic about the 
outcome of treatment and was prepared to assume the major responsibility 
for treatment. However, the father of this same child expected the Center 
to assume the major responsibility for treatment. The parents of another 
child whose development was atypical felt very strongly about treatment 
and were fearful of being rejected by the Center. They looked upon the 
Center as assuming the major responsibility for treatment. Two mothers 
~volving both an atypical child and a child with a neurotic disturbance 
had considerable question about their own involvement in the treatment 
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process. The mother of the atypical boy attempted to engage in intellec-
tual discussions rather than become involved in a treatment relationship. 
The mother of the other child expressed negative feelings quite directly 
to the worker and began treatment by stating that 11this system of communi-
eating with the doctor through a third person seemed very odd to her but 
she supposed it had to be that way because the doctors did not have time 
for mothers. 11 This same mother displayed strong guilt feelings about hav-
ing failed as a mother with a great need to be a competent and good mother. 
She also referred to 11psychiatry as a crutch which she hated to resort tott 
and 11 the Center stares at her and pumps her rather than offering her help-
ful advice • n 
Where actual toilet training efforts were concerned, none of these 
eleven boys had regressed from once having been trained. All of them ap-
peared to have started having difficulties at the time training began so 
that the proplem increased as time went on but existed in the beginning. 
There was considerable variation in respect to the children's ages 
at the time training began. Table ll shows this age distribution. 
TABLE ll 
AGE WHEN TOILET TRAINING BEGAN 
Age 
8 months 
9 months 
l year 
2 years 
2 years 9 months 
Unlcr10wn 
Totals 
Neurotic 
cases 
l 
2 
2 
l 
6 
AtyPical 
cases 
2 
2 
l 
5 
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As can be seen on the scale three children were less than one year 
when training began while the remainder except for one unknown ranged from 
I 
one year to almost three years. Training in the cases of atypical children 
began earlier as compared to the neurotic group of children. While only 
half of the neurotic children were beginning traini~g at the age of one 
year or under, all but one of the atypical children and that case is un-
known, were one year or less when training began. There appeared to be a 
higher incidence of boys who were trained for urination before they began 
_having any success with bowel movements. 
Most parents were quite inconsistent in their approach to toilet 
training and were inclined to alternate between coaxing the child and 
threatening him. There appeared little evidence that the parents really 
expected results and one mother of a neurotic child went so far as to say 
that she knew, even before she started toilet training, her son would not 
respond favorably. Although two mothers of children with neurotic dis-
turbances seemed quite passive about making an effort to train their chil-
dren, the majority of mothers were quite demanding and controlling. At 
least two mothers reported scenes of violence around smearing incidents. 
In their resistence to toilet training most of the children were described 
as fearful and anxious and less emphasis was placed on pure stubbornness. 
In examining parental attitudes toward these children, the majority 
of parents appear to be ambivalent or partially rejecting. Tables 12 
and 13 show the degree of parental acceptance or rejection. 
TABLE 12 
MATERNAL ATTITUDES TpwARD CHILD 
Attitude 
Completely accepting 
Partially accepting 
Ambivalent 
Partially rejecting 
Completely rejecting 
Totals 
TABLE 13 
Neurotic 
cases 
3 
l 
l 
1 
6 
PATERNAL ATTITUDES TCWARD CHILD 
Attitude 
Completely accepting 
Partially accepting 
Ambivalent 
Partially rejecting 
Completely rejecting 
Totals 
Neurotic 
cases 
2 
2 
l 
5 
Atypical 
cases 
2 
3 
5 
Atypical 
cases 
3 
3 
Mothers tended to be more rejecting than £athers. However, one set o£ 
parents were completely rejecting of their son. The father, in particular, 
indicated that they had thought of giving their son away and also remarked 
that 11he had become so frustrated with the child, he could understand why 
parents comrni tted acts of violence toward their children. 11 The mother of 
this child felt he was lost between two girl.siblings and seemed to think 
it would have been better if he ha~ not been born. Only three mothers of 
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neurotic children were partially accepting in their attitudes toward their 
sons, with one father in this group more ambivalent than accepting in his 
I 
attitude. 
Two mothers of atypical children and two mothers of neurotic children 
had wanted girls during their pregnancli.:es. The fathers of two neurotic 
boys had hoped for girls also. The mother of one of these boys had ex-
pressed no ~uch wish. 
It was possible to distinguish between parental attitudes toward the 
toilet training problem and those attitudes where other problems were con-
cerned. 
Tables 14 and 15 deal with parental attitudes in relation to the toilet 
training problem. 
TABLE 14 
MATERNAL ATTITUDE TOWARD PROBLEM IN RELATION 
TO TOILET TRAINING 
Attitude Neurotic Atypical 
cases cases 
Intolerable to parent 1 1 
Causes great concern 4 3 
Causes some concern l 
Causes little concern 1 
Causes no concern 
Totals 6 5 
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TABLE 1.5 
PATERNAL ATTITUDE TOWARD :t=rROBI.EM IN RELATION 
TO TOILET TRAINING 
Attitude 
Intolerable to parent 
Causes great concern 
Causes some concern 
Causes little concern 
Causes no concern 
Totals 
Neurotic 
cases 
1 
1 
1 
1 
1 
.5 
Atypical 
cases 
1 
2 
3 
The mothers of neurotic children were more concerned about toilet-
ting problems than were the fathers of these children. However, the sets 
of parents of atypical boys showed the most concern in this area in con-
trast to the parents of neurotic children. The parents who ·were completely 
rejecting of their neurotic son considered the toiletting problem as in-
tolerable. 
The extent to which parents were involved with the problem of toilet 
training is shown in Tables 16 and 17. · 
TABLE 16 
MOTHERS r INVOLVEMENT IN THE PROBLEM 
Extent of Neurotic Atypical 
Involvement cases 
Complete involvement 3 
Considerable involvement 2 .5 
Some involvement 1 
Little involvement 
No involvement 
Totals 6 .5 
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TABLE 17 
FATHERS 1 INVOLVEMENT IN THE PROBLEM 
Extent of Neurotic Atypical 
Involvement cases cases 
Complete involvement 2 
Considerable involvement l 3 
Some involvement 
Little involvement 2 
No involvement 
Totals 5 3 
The parents who were completely involved in the toiletting problems 
of their neurotic sons had brought their children to the Center for specific 
help with these problems. EKcept for this distinction the parents of atypi-
cal children were relatively more involved with the problem than were the 
parents of neurotic children. 
Tables 18 and 19 illustrate the degree to which the children were 
held responsible for the problem. 
TABLE 18 
CHILD'S RESPONSIBILITY FOR PROBLEM AS SEEN BY MOTHERS 
Degree of Neurotic 
Responsibility cases 
Total responsibility 
Major responsibility 2 
Some responsibility l 
Little responsibility 3 
No responsibility 
Totals 6 
Atypical 
cases 
1 
2 
2 
5 
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TABLE 19 
CHILD'S RESPONSIBILITY FOR PROBLEM AS SEEN BY FATHERS 
Degree of Neurotic Atypical 
Responsibility cases cases 
Total responsibility 
Major responsibility 1 
Some responsibility 2 2 
Little responsibility 2 
No responsibility 1 
Totals 5 3 
The more accepting parents did not consider their children as re-
sponsible for the difficulties they were experiencing as did those parents 
who tended toward rejection. One mother in the more accepting group was 
acutely aware of her relationship with the paternal grandmother. She felt 
she was made extremely anxious by her mother-in-law's critical attitude 
and that this anxiety has been transmitted to the child. The father of 
this same child gave some recognition to the existence of a conflict be-
tween his wife and mother and showed some awareness of the possible effect 
of such a conflict on the child's behavior. Along with this, father won-
dered if his being nervous could be responsible in some way for the child's 
condition. 
Four mothers were inclined to feel they had contributed toward their 
children's difficulties. Out of these four, only one was the mother of an 
atypical child. Two mothers saw their son 1 s problems in terms of the 
children making a deliberate effort to irritate them. These two boys 
represented both groups of children. In one case both parents of an atypi-
cal child were concerned over the fact that a paternal uncle was schizo-
phrenic and were fearful that their son was beginning to show similar 
symptoms. It was not clear in one case as to where the responsibility lay 
since the father was not seen until much later and the mother tended to 
concentrate on her own problems. This mother did describe her atypical 
child as a disappointment to her so that it might be safe to assume she 
did not consider herself responsible for his condition. 
The majority of parents were quite involved with the child's problem. 
They tended to feel quite guilty and inadequate with the mothers, in par-
ticular, blaming themselves in some way. However, the momhers of neurotic 
children were more realistic in reproaching themselves. Fathers were in-
clined to be more defensive and less apt to openly acknowledge any respon-
sibility although they were inclined to question what role they might have 
played in the child's symptomatology. On the whole, fathers were more in-
clined to treat their children's problems casually and they were apt to 
feel the child would outgrow his difficulties in time. Fathers also were 
inclined to question whether firmer discipline might not be warranted. 
Change 
There appears to be little evidence during the diagnostic waiting 
period of any changes occurring in parental attitudes or the symptomatology 
of the majority of cases. However, some improvement around the symptom 
was reported in three cases of neurotic children. In one of these cases 
the initial complaint had been in relation to bowel training. Although 
the child was continuing to defecate in his pants he was at least using 
the bathroom for this purpose. The mother of this child felt he was be-
ginning to accept the idea of using the bathroom when he had to move his 
bowels even if he still was not sitting on the toilet. Also, during the 
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diagnostic period this same child no longer expressed any fear of garbage 
trucks, the washing mac~ine and telephone, all of which were listed as 
other complaints at the time of referral. Mother also reported that he 
had begun nto fightn other children and l1stand up for his rights . 11 
The second case in which there was improvement noted during the 
diagnostic period had been referred because of a speech deficiency as well 
as not being toilet trained. He became trained for urination during the 
study period and also was able to say a few words. 
The third case in this group was enuretic and having difficulty with 
bowel movements at the time of application. In addition the youngster 
suffered from nightmares and would scream upon waking up. He also had 
begun to bite his nails and suck his thumb. During the diagnostic study 
both parents reported that he was beginning to have regular movements in 
the toilet. Mother felt there was general improvement except for the 
screaming problem. 
The waiting periods for these three cases ranged from two to three 
months for a diagnostic study and from two to nine months before beginning 
treatment. The child who according to time sequences came in the middle 
of the other two cases was the one whose mother felt had made the most 
improvement. His case was the first one of the three to be described. 
Following the diagnostic evaluation and leading up to a regular treat-
ment program the case that was just cited became completely toilet trained. 
Mother stated that 11 she used to be afraid to try to train him but this time 
she felt as she was told by the Clinic that she had to train him, maybe she 
could do it .n Both parents reported an increase in aggressive behavior but 
tended to look upon this as a positive development. 
The other two cases previously mentioned continued to show some im-
provement before starting treatment. The case of the child with delayed 
speech had increased his vocabulary to a slight degree and his mother 
described him as being more accepting of certain limits imposed upon him 
such as being refused candy occasionally. 
In the case of the third child he continued to improve insofar as his 
toilet habits were concerned~ He had stopped wetting and was no longer 
wearing diapers. The screaming was relatively the same. Mother did feel 
that he was no longer as shy and was more outgoing than before. 
On the whole the remainder of the cases showed some slight improve-
ment in regard to the symptom while awaiting treatment. There were no 
instances of new problems although there appeared a growing recognition 
on the part of some parents as to the unhappiness the child himself was 
experiencing in addition to their concern. 
It was difficult to ascertain to what parents attributed any changes 
in symptom that took place between the time of application and the onset 
of treatment. All of the parents showed some degree of expectation in 
relation to change in symptom being brought about by treatment. Only one 
couple with a neurotic child actually verbalized the help they felt they 
already received from the Center in relation to toilet training their son. 
However, every family was inclined to feel that some improvement around 
the symptom in varying degrees had occurred during the vai ting period, al-
though this was less marked in the cases of more seriously disturbed 
children. 
There were no significant changes in parental attitudes toward the 
child, his symptom, the clinic, or themselves during the 1vaiting period. 
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Also~ there were no marked differences. in parental attitudes between 
the two groups of disturbances. The lack of significant changes and the 
similarity of parental attitudes in relation to both neurotic and atypical 
children raises the question of whether a different symptom might have 
been a more appropriate choice in attempting to study the effects of the 
waiting period. It may be that a symptom related to toilet tr~ining is 
the most refractory to any change. In this respect, changes in parental 
attitudes might not be evident until considerable progress had been made 
during the course of treatment. 
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CHAPTER V 
SUMMARY AND CONCLUSIONS 
The purpose of this study was to examine the effects of the waiting 
period between application and treatment at a Child Guidance Clinic by 
considering those factors dealing with parental attitudes as related to 
the child_, his symptoms_, the Clinic and themselves. An effort was made to 
assess any changes taking place within the. time limit of the waiting pe-
riod as revealed in the parents' attitudes toward the aforementioned sub-
jects. 
The agency setting for the study was the James Jackson Putnam Chil-
dren 1 s Center where emotionally disturbed children under the age of five 
are treated. The parents of such children, particularly the mothers, are 
involved in therapy also. 
Selection of the cases comprising the sample for the study was based 
on those cases currently in treatment who were boys with some difficulty 
in the area of toilet training as one of the presenting problems. It was 
necessary to choose a specific symptom since it was felt that differences 
in symptomatology would respond to different pressures and would distort 
an accurate measurement of parental attitudes which would vary according 
to the symptom. The selection of a symptom related to toilet training 
imposed a further criterion of sex. An examination of cases showed a 
larger proportion of boys than girls with difficulties around toilet train-
ing and, therefore, the study was confined to boys presenting symptoms in 
connection with toilet training. An attempt was made to select cases ac-
cording to the date of application. However, it soon became apparent that 
39 
to find cases which had come into treatment following a diagnostic evalua-
tion, the dates of application would vary considerable. On the basis of 
these qualifications eleven active cases lent themselves to the study. 
Five of these cases were those of autistic or atypical children and the 
remaining six were children with neurotic disturbances. 
In order to obtain the necessary pertinent information a schedule was 
drawn up. Data were then collected according to the i terns on the schedule. 
Following this an attempt was made to classify and analyze the material 
extracted from the case records of the eleven boys figuring in the study. 
An attempt was made to consider the attitudes of both parents. How-
ever, out of the eleven cases only eight fathers were represented with one 
contact each during the diagnostic study. Three of these fathers had 
atypical children. The mothers of the ele~en boys were seen on the average 
of three times prior to treatment. 
All but two of the eleven families were white. Of these two, one 
family was Chinese and the other Negro. Seven families were Jewish and 
the remaining four families were Protestant. All but one of the atypical 
children were Jewish. The size of the families varied from one child to 
four with the largest number of families having two children. Six of the 
eleven families fell within the lower middle income group ranging from 
$3,000 to $,5,000. These six families were evenly divided among the two 
groups of disturbances. Four families had earnings of over $.5, 000, and 
one family was receiving public assistance. 
The majority of parents appeared to have attended college, although 
this information was not available on all mothers. However, only two 
fathers~ one ~th a neurotic child and the other an atypical child, did 
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not go beyond high school. 
The average age for mothers at the time of application was 30.9 years. 
Three mothers of atypical children and two with neurotic children, were 
younger than average. 
The average age of the children once treatment began was around three 
and one-half years. The younges·t child taken into treatment was atypical 
and the oldest one, neurotic. The length of time these children had been 
in treatment varied considerably beginning with the fall of 1954 to the 
fall of 1958. 
Nine of the eleven families had sought medical or psychiatric advice 
which led to a referral to the Center. This would indicate a concern 
coupled with a desire to find some way of coping with the situation. The 
other two families representing both groups of disturbances had been re-
ferred by parents of children in treatment. 
The length of time families were kept waiting for a diagnostic eval-
uation varied from one week or less to six months. The largest number of 
families waited the shortest interval. The waiting period following the 
diagnostic study up to the beginning of treatment ranged from two months 
to nine months with the majority of families waiting for a two month pe-
riod. There was no correlation between the two waiting periods insofar as 
individual families were concerned. On the whole the families of atypical 
children waited the least time for the diagnostic study but the most time 
before starting treatment. 
In addition to problems in relation to toilet training, the most 
frequent difficulties were concerned with poor speech development, lack of 
responsiveness, poor eating and hyperactivity. Other complaints involved 
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unmanageableness, destructiveness, sibling rivalry, phobias and sleep dis-
turbances. The more seriously disturbed children whose development was 
considered atypical were the most representative of delayed speech and un-
responsiveness. 
It was found that the age when toilet training was begun ranged from 
eight months to two years and nine months with one unknown. The training 
of seven children was begun at one year or less. Training in the cases of 
atypical children began earlier as compared to the neurotic group. Bladder 
control was achieved before bowel control in the majority of cases. Also, 
none of these children had regressed but simply had never been trained. 
Inconsistency highly charged with a.mbi valence was quite marked in the way 
in which parents approached toilet training. The parents of atypical boys 
seemed more concerned with the problem than those parents of neurotic boys 
with the mothers of neurotic boys more concerned than the fathers of these 
boys. 
Change 
Only three cases of neurotic children reported any significant 
changes around the symptom during the diagnostic period. These changes 
were noted as improvements in relation to some aspect of toilet training. 
These three cases had waited from two to three months for a diagnostic 
study. These same three cases continued to show some improvement in other 
areas as well following the diagnostic period. 
On the whole while awaiting treatment the remainder of the cases also 
showed some slight improvement concerning toilet training as reported by 
parents. There were no instances of new problems although there appeared 
to be a growing recognition on the part of some parents as to the unhappi-
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ness the child himself was experiencing in addition to their concern. 
However, there was no sudden shift in parental attitudes toward the child 
or his symptoms • 
The majority of parents were quite ambivalent concerning help and 
seemed more interested in the diagnostic study than the actual treatment 
process. The parents of atypical children were' relatively more eager for 
treatment and extremely anxious about being rejected by the Center. The 
parents of those boys with neurotic disturbances were inclined to look to 
the Center for direciion and advice and appeared to have less direct moti-
vation for involving themselves in a therapeutic relationship than did 
those parents of atypical children. 
Ambivalence was discernable also in the relationship of parents to 
their children. Ohly three mothers and two fathers seemed openly accept-
ing of their children. The others were quite ambivalent tending toward 
rejection. The parents who were the most accepting of their children did 
not hold the children as responsible for their problems as did the reject-
ing parents. 
The majority of parents were quite involved with the child's problem 
with the greatest involvement on the part of parents whose children were 
atypical. Most parents tended to feel guilty and inadequate. The mothers 
were inclined to reproach'themselves and the fathers were more apt to be 
somewhat defensive about their role in relation to the child's problem. 
All of the parents anticipated some change in symptom as the result 
of treatment. However, it was extremely difficult to determine to what 
source parents attributed the changes that had taken place during the wait-
ing period. 
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It would appear that since all of these parents accepted treatment for 
their children and involved themselves to some degree, they already were 
focusing on the difficulties at hand during the waiting period. Perhaps 
the positive side of their ambivalence received some support from the Cen-
ter during the intake process and in some way this was communicated to the 
child. 
In the opinion of the writer this study might have been more effective 
if the parents had been followed during the waiting period in relation to 
the study itself. There would have been a greater opportunity to examine 
the more subtle changes that may have occurred which could not be measured 
in this study. 
There is a noticeable lack of significant changes in parental atti-
tudes toward the child, his symptom, the Clinic or themselves during the 
waiting period. This lack coupled with a similarit;t..·of parental attitudes 
in relation to both neurotic and atypical children raises the question as 
to whether another symptom might have been a more appropriate choice in 
attempting to measure the .effects of the waiting period. It may be that 
a symptom related to toilet training is the most refractory to any change. 
A significant finding seems to be that parents were relatively more 
interested in the diagnostic evaluation than a treatment plan. The delay 
between the diagnostic period and the beginning of treatment could account 
to some extent for this. It seems logical, however, to assume that parents 
in looking for an answer to their problems tend to be in favor of a diag-
nostic evaluation but apprehensive about becoming involved in treatment. 
In this regard treatment appears to be much more threatening. 
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I. 
SCHEDULE FOR DATA COLLECTION 
VITAL STATISTICS 
A. Family Composition 
l. Parents 
(a) Age 
(b) Occupation 
(c) Education 
(d) Religion 
(e) Marital Status 
(f) Income 
2. Child 
(a) Sex 
(b) Age 
(c) School Experiences 
3. Siblings 
(a) Sex 
(b) Age 
(c) School EXperiences 
4. Others in Household 
(a) Sex 
(b) Age 
(c) Relationship to Child 
B. Referral 
1. Source (including understanding of nature of problem) 
c. Waiting Period between application and treatment as related to 
presenting problem and any new developments, including time 
element. -
D. Problem 
l. Initial complaint 
(a) At referral 
(b) During diagnostic study 
(c) Following diagnostic evaluation 
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2. Other Complaints 
(a) At referral 
(b) During diagnostic study 
(c) Following diagnostic evaluation 
II. PARENTAL ATTITUDES AND EXPECTATIONS 
A. Toward Help 
l. Previous efforts made to obtain help 
B. Toward the Center and Treatment 
L Division of responsibility between parent and Center 
C. Toward the Problem 
1. How training began 
2. Age training began 
3. Age training was established 
4. Age problem appeared 
5. Intensity and development of problem --including onset as 
related to application far help and diagnostic evaluation. 
6. 'Method of training 
1. Child 1s.response to training 
8. Parents ' attitude toward toilet training 
D. Toward the Child 
1. Acceptance or rejection of child 
2. Whether or not child is held responsible for problem 
E. Toward Themselves 
l. Involvement of parents with problem 
2. Penalty parents pay for symptoms 
F. Toward change as seen by parents 
1. Change apart from treatment 
2. Change due to treatment 
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